appropriate, and perhaps even life-saving, to start a PGE1 infusion before transfer of an infant to a center for definitive diagnostic evaluation by echocardiography and cardiac catheterization. However, systemic output also may be improved in infants with hypoplastic left heart syndrome; this has been our experience. Since clinical differentiation between hypoplastic left heart syndrome and other forms of left ventricular outflow obstruction is often difficult, it may be preferable to improve systemic blood flow temporarily in an occasional infant with the hypoplastic left heart syndrome than delay this in infants with surgically correctable lesions such as coarctation or interruption of the aorta. Four hearts had normally developed left ventricles and mitral valves. Quantitative analysis, calculated for the age in the manner described by Lev et al.,4 disclosed that the left ventricle was dilated with normal thickness in two specimens. Another heart exhibited pressure hypertrophy with normal volume of the left ventricular cavity. Finally, one specimen showed a concentric left ventricular hypertrophy with reduced cavity due to the association with a restrictive VSD ( fig. 1 ). The mitral orifice was normal in three hearts and slightly reduced in one.
The pulmonary trunk arose entirely from the right ventricle in three hearts (figs. 2 and 3) and overrode the ventricular septum in the other ( fig. 1) . The VSD was subpulmonary in three specimens, with the posterior rim formed by a muscular structure which separated the pulmonary and AV valves (figs. 1 and 2), probably representing the posteriorly-displaced infundibular septum. In another heart, the infundibular septum was normal in size and position, with the large defect situated at the junction of the membranous and muscular components of the ventricular septum ( fig.  3 ). An imperforate aortic valve membrane was present in this last specimen.
One heart had bicuspid pulmonary valve ( fig. 2 ) and one a dysplastic pulmonary valve ( fig. 1) . Discrete coarctation was observed in three hearts, one preductal and two juxtaductal.
One specimen had an anomalous origin of the right subclavian artery distal to the left subelavian artery. Two other hearts showed bilateral ductus arteriosus. The right patent ductus joined the right pulmonary artery to the right subelavian artery in one heart and to the brachiocephalic artery in the other ( fig. 1 ). In this last heart the brachiocephalic artery was not connected with the ascending aorta.
Discussion
The morphologic findings of aortic atresia are similar to those of pulmonary atresia. As previously stated by Roberts et al.5 and Lev,6 the hearts can function with a VSD or with an intact ventricular septum. The finding of some hearts with adequately developed left ventricles suggests the possibility for future surgical intervention.
Aortic atresia associated with an adequately developed left ventricle and mitral valve has recently been recognized as a discrete anatomic-clinical entity.6-" It was first described by Lev 
